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relief followed, as indicated by no vomiting, the passage of flatus, a 
soft abdomen, and later passage of feces. This improvement con¬ 
tinued for five days, when the severe symptoms set in again. Relief 
again followed gastric irrigations, which were repeated every few days. 
Then the patient gradually sank again and became of a grayish sallow 
color, emaciated, and apathetic. The temperature remained normal, 
but the pulse was 120 and small. Fourteen days after admission, a 
laparotomy showed an abundant bloody-serous fluid among the dis¬ 
tended coils of intestine. The serosa was smooth and without adhe¬ 
sions. The omentum, mesentery, and fat appendages, were closely 
covered with numerous sulphur yellow, small nodules, and the mesen¬ 
teric lymph nodes were swollen. The stomach and intestines showed 
no injuries. Two coils of small intestine were adherent to the pan¬ 
creas by a brawny yellowish layer, about the size of a fifty-cent piece. 
Palpation could not detect any wound of the pancreas. Drainage was 
provided by tampon of the pancreas through the mesocolon, and the 
fluid was sponged from the abdomen. The wound was sutured about 
the drainage tampon. An abscess of the parotid developed later and 
was drained. Gradually recovery took place and eight weeks after 
the operation the patient left the hospital healed and strong. The 
second patient suffered the same accident as the first and showed very 
much the same symptoms. In the right lung there developed a 
dull area, laterally and below, and there was dulness in the lower 
abdomen. On the following day the patient showed marked collapse 
and was operated on immediately. The intestines were distended, 
the diaphragm was uninjured, but between the coils of intestine was 
some blood stained serous fluid. The serosa wjis smooth, hut the 
omentum and mesentery were covered with typical sulphur yellow 
fat necroses. Exposure of the pancreas, to sight and palpation, 
showed that the pancreas was uninjured. The healing was without 
disturbance. There was no sugar in the urine, and eight days after 
the operation the patient was free of all disturbances. Sixteen days 
after the operation he was discharged. 


Treatment of Total Rupture of the Urethra— Hofmann (Zcntralbl. 
f. Chir., 1913, xl, 155) in three cases of total, traumatic rupture of the 
urethra, did the following operation, after unsuccessful attempts at 
catheterization: After opening the bladder, a specially constructed 
metal catheter was passed through the internal orifice of the urethra 
to the site of the rupture. An Incision was then made upon the beak 
of the instrument, exposing the latter. Now a partially flexible special 
catheter was mounted on the beak of the metal one and drawn out 
through the bladder and abdominal wall. The same metal catheter 
was then passed through the urethra from the meatus until it emerged 
at the site of the rupture, when the other end of the flexible catheter 
was grasped again in the same manner as before and was drawn outward 
through the urethra. The further care of the wound was conducted in 
the usual munner. The two ends of the soft catheter emerging from 
the bladder and urtlira were tied together by a silk ligature. In this 
way the soft catheter could he drawn backward and forward daily, 
which contributes to the reestablishment of the new bridge of mucus 
membrane. In the three cases operated on, soon after the removal of 
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the catheter, spontaneous urination was possible and the ruptured 
area healed without stricture. The only difference between the metal 
catheter and the usual one is that the beak is so formed that the 
channel of the catheter is continued from the side opening at the end 
in a groove to the tip, the end being conical. The end of the partially 
flexible catheter is small and so shaped that it fits into the groove in 
the beak of the metal catheter, and upon a pull on the latter both 
become locked together. Two figures illustrate these important 
alterations in the ends of the two instruments. 


Chronic (Non-suppurative) Hemorrhagic Osteomyelitis.— Barrie 
(Annals of Surgery, 1913, lvii, 244) says that the lesions in the ends 
of the long bones described as medullary giant-celled sarcoma, myelog¬ 
enous giant-celled sarcoma, myeloma, and giant-celled tumor, should 
not be included in the classification of tumors. The process begins 
as the result of a trauma, and gives all the clinical and pathological 
evidence pertaining to a low grade inflammation. The foundation 
upon which the diagnosjs of malignant tumor has been based is the 
presence in the tissues examined under the microscope of numerous 
gaint-cells which do not show any uniformity of architectural arrange¬ 
ment or boundary zones. It is an established fact that these giant-cells 
are not tissue builders, but scavengers, whose function is the removal 
of debris that is produced by low-grade inflammatory conditions 
occurring in bone. The whole process is explained on the basis of the 
lesion being due to a low-grade, ever present irritation or inflamma¬ 
tion, which causes excessive production of vascular granulation tissue 
masses. From the clinical picture and the gross and microscopic 
pathology the condition presents, the term chronic (non-suppurative) 
hemorrhagic osteomyelitis seems a more correct definition of the 
lesion than the terms now in use. 


Renal Tuberculosis in Children. Catheterization of the Ureters 
by Direct Vision.— Rocher and Ferro. \ T (Jour. d'Urolog , 1913, iii, 
153) report 6 cases in which catheterization by direct cystoscopy was 
employed with the patient under the affects of an anesthetic, local or 
general. The patient was placed in the Trendelenburg position and 
a urethroscope, No. 50, 7 cm. long, was introduced without great 
difficulty. The bladder was widely dilated with air. The mucosa was 
very red and presented ulcerations in the trigone on the left side. The 
orifice of the right ureter was normal while the left was replaced by 
a large black hole into which a No. 8 sound penetrated easily. Imme¬ 
diately about 10 c.c. of purulent urine escaped. The left kidney was 
removed. About two months later the patient had gained 3 kilograms 
in weight, was in good general condition, but the frequency of mic¬ 
turition persisted. They conclude that cystoscopy by direct vision is 
always possible, even easy, in a girl, aged over five years. The urethra 
admits easily a No. 40 tube, 7 cm. long, and notwithstanding the 
restricted field, the shortness of the tube permits the exploration of 
the bladder. In cases with a tolerant bladder, a mild Trendelenburg 
position suffices for the vesical distention, and this position is easily 
tolerated at this age. The bladder in the girl is analogous to that of 
the woman. While the interureteral band is often slightly marked. 



